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Writing
always be offered?

John S. Senn, MD, FRCPC

Résumé : La réanimation cardio-respiratoire (RCR)
est obligatoire pour tous les patients victimes d’un ar-
rét cardiaque en contexte de soins de courte durée,
sauf si le patient refuse I’intervention. Or, des ren-
seignements récents ont permis aux médecins d’iden-
tifier les patients pour lesquels la RCR est rarement
bénéfique. L’auteur discute du concept de la «futi-
lité» de la réanimation dans une telle situation. Il
conclut que rares sont les cas ol la RCR est futile au
sens absolu. Il ne faudrait pas justifier par la futilité
I’omission de parler ouvertement de la réanimation
avec les patients, leur mandataire, ou les deux. Les
médecins devraient discuter de la RCR avec leurs pa-
tients dans le cadre du plan de soins; cependant, il
n’est pas nécessaire d’offrir I’intervention dans le
cadre du plan de traitement de tous les patients.

duced 30 years ago as an emergency treatment
for cardiac or respiratory arrest due to “drown-
ing, electrical shock, untoward effect of drugs, anes-
thetic accident, heart block, acute myocardial infarction
or surgery.”' Refinements in the use of this procedure
have had major benefits for many patients; CPR is now
mandatory in cases of cardiac arrest in acute care set-
tings unless refused by the patient. However, the use of
CPR in certain patients often fails to return cardiac and
respiratory function or results in harm to the patient and
a reduced quality of life. These undesirable outcomes are
frequent when CPR is provided to patients with terminal
and irreversible illnesses.
Buckman and I* have discussed the need for con-
versations about CPR with patients and expressed the
opinion that if the patient is “dying,” as defined by cer-

C ardiopulmonary resuscitation (CPR) was intro-

“no-CPR” orders: Must resuscitation

tain criteria, a different form of conversation should take
place in the hope of reducing requests for medically in-
appropriate CPR.

Case report

An exceptionally fit man 38 years of age had neu-
tropenia; myelodysplasia developed at age 40. He was
clinically well until, at age 43, he had pneumonia with a
fever and bleeding; he was found to have acute nonlym-
phocytic leukemia. He was initially given chemotherapy
but was later admitted to the intensive care unit and
given mechanical ventilation and hemodialysis for acute
renal failure. After a month, his blood cell counts re-
turned to normal, and he had a partial remission with a
residual myelodysplastic change in the marrow. His re-
nal function returned to normal, and remission mainte-
nance therapy was provided without difficulty. At the
age of 46, the patient had a recurrence of acute leukemia
and responded to chemotherapy with partial remission.
Bone marrow transplantation was not considered a rea-
sonable option at the time. The patient remained strong
and reasonably well for 1 year.

At 47, he had another relapse with bleeding and in-
fection; discussion with the patient and his family indi-
cated a continuing wish for therapy. The patient was
given oral chemotherapy. A pharyngeal and neck mass
developed, likely in relation to leukemic infiltration in
that area. The physicians recommended palliative care
and “no CPR” in extensive conversations with the pa-
tient and his family. The patient was reluctant to accept a
“no-CPR” order, although his family and close friends
did not want him to be treated aggressively. After the pa-
tient had spent 4 weeks in hospital, in spite of oral
chemotherapy, treatment with antibiotics and a blood
transfusion, pneumonia developed, and he became con-
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fused. Further treatment of the infection was not helpful;
the patient became comatose. At the request of the pa-
tient’s wife and family a “no-CPR” order was written.
The patient died the next day.

Was it correct not to respect the wishes of this ter-
minally and irreversibly ill patient in regard to CPR?
Should the “no-CPR” order have been written, in accor-
dance with medical advice and the wishes of the pa-
tient’s family? Was it defensible to write a “no-CPR” or-
der with the permission of the family after the patient
lost consciousness? Was there a better way to conduct
the “no-CPR” conversations with the patient and his
family?

Recent developments

A fresh look at discussing “no-CPR” orders with
patients is timely because of recent scientific and con-
ceptual developments, including results of studies of the
effectiveness of CPR, increased respect for patient au-
tonomy, improved understanding of futility, and chang-
ing patient, professional and social views on limiting
therapy.

The effectiveness of CPR in restoring cardiac and
respiratory function is exemplary in patients with many
conditions, but it is markedly limited in patients in other
circumstances.” In particular, CPR almost always fails
to restore cardiorespiratory function in patients with ter-
minal metastatic cancer or multiple advanced organ dis-
orders, or in older, frail patients with advanced, irre-
versible illness; these patients are considered to be
“dying.”? CPR is not expected to provide any benefit to a
patient in one of these states; there may be a transient re-
turn of cardiac function, often associated with residual
neurologic and physical disability, but very few of these
patients subsequently leave the hospital. Similarly, peo-
ple who have an unobserved cardiac arrest rarely re-
spond to CPR: cardiac arrest in a chronic care setting is
sometimes regarded as a contraindication to resuscita-
tion.” In these circumstances it would be medically inad-
visable to perform CPR; to do so would be to pursue life
regardless of subsequent disability or the lack of patient
response.

Respect for patient autonomy, particularly in mak-
ing decisions regarding medical treatment, has become a
prominent topic in bioethics. The right of patients to
refuse any form of medical therapy is now enshrined in
law,* and patient requests for particular treatments are
carefully considered. Because of the power imbalance
inherent in the patient—physician relationship® patients
should receive complete and courteous responses to their
questions. Information about CPR, its benefits or harms
and the patient’s expected quality of life after the proce-
dure should be given to the patient. Physicians should
abide by the requests of a well-informed patient as a sign
of respect for his or her autonomy." According to a re-
cent study, most patients over 60 years of age appreciate
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a prognosis and prefer a “no-CPR” order if the clinician
estimates that the probability of survival is slim." How-
ever, some patients’ choices seem inappropriate and may
cause harm to themselves or others. Is a harmful treat-
ment in keeping with respect for the person and the
community?

The understanding of “futility” as a reason for lim-
iting therapy has grown significantly in the past de-
cade.""* Medical treatment is considered futile when the
proposed treatment cannot produce the expected ben-
efit." An example is liver transplantation for dissemi-
nated cancer; this procedure has no chance of treating
the condition effectively and would, therefore, be de-
nied. However, most patients with cardiac arrest will re-
spond, at least transiently, to CPR, and, therefore, this
treatment is not absolutely futile. For this reason, the
values and wishes of the patient play a major part in
most decisions based on futility of treatment. Such deci-
sions are usually reached through agreement between
appropriately informed patients and physicians with ex-
pert judgement, unless absolute futility comes to bear.

Various professional statements have dealt gener-
ally or specifically with the use of CPR. The CMA Code
of Ethics states that “an ethical physician will recognize
that a patient has the right to accept or reject . . . any
medical care recommended.”"® It also asserts that “an
ethical physician will recommend only . . . therapy that
is believed necessary for the well-being of the patient.
The physician will recognize a responsibility in advising
the patient of findings and recommendations and will
exchange such information with the patient as is neces-
sary for the patient to reach a decision.” In a joint state-
ment the CMA, Canadian Nurses Association and Cana-
dian Hospital Association declared, “competent patients
have the right to make decisions about their treatment.”"
The Council on Ethical and Judicial Affairs of the Amer-
ican Medical Association has pronounced on the use of
CPR specifically: a “physician has an obligation to hon-
our the resuscitation preference expressed by a patient,”
but “in unusual circumstances when efforts are judged
by the treating physician to be futile, even if previously
requested by the patient, CPR may be withheld.”"” A re-
cent assessment of ethical concerns in CPR also states
that the patient’s “right to choose does not imply the
right to demand care beyond appropriate options based
on medical judgment and accepted standards of care.”'
The CMA, with the Canadian Hospital Association and
the Catholic Health Association of Canada and with the
cooperation of the Canadian Bar Association, has issued
a Joint Statement on Resuscitative Interventions, which
provides up-to-date guidelines for Canadian health care
professionals. (The statement appears on pages 1176A to
1176C of this issue and an article about its development
appears on pages 1182 to 1183.)

These statements recognize the need to respect the
patient’s choices and to ensure his or her health. In terms
of the decision to administer CPR these two aims are
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usually consonant. However, although these statements
support the patient’s right to refuse CPR, they fail to in-
dicate clearly whether patient requests for medically in-
appropriate CPR should be honoured.

Social concerns are also relevant to providing ap-
propriate treatment. The Canada Health Act” does not
give a clear definition of “medical necessity.”" In addi-
tion, because of the high costs of health care, there is
strong political motivation to promote cost-containment
and cost-effectiveness. As a result, health care profes-
sionals are being asked to justify the use of various treat-
ments. In this context, CPR is a frequently used and,
therefore, costly treatment that merits examination. Un-
justifiable use of CPR is harmful not only to the patient
but also to the health care system. On the other hand,
there is a reluctance to limit the use of CPR if a patient
has requested it.

Recent advances in our understanding of medical
futility and of the effectiveness of CPR, increased re-
spect for patient autonomy, and professional and social
considerations indicate the need for a fresh approach to
“no-CPR” orders.

Proposed content of conversations about CPR

In light of the changing technical, medical, ethical
and social views, the content of patient—physician con-
versations about CPR may be altered in order to achieve
the appropriate, beneficial and medically necessary use
of this treatment. The following principles should be in-
corporated into such conversations.

First, the physician and patient should recognize the
limitations of CPR. Knowledge about the technical ef-
fectiveness of the procedure is a matter of professional
expertise. If the physician knows that CPR is technically
ineffective in an absolute sense for a particular patient,
he or she should give this information to the patient, and
CPR should not be offered or provided.">'” In many situ-
ations CPR is very infrequently effective in returning
respiratory and cardiac function to normal; the physician
should inform the patient of the relative ineffectiveness
of CPR and make a recommendation. However, if the
quality of life after the procedure is an important consid-
eration a final decision must be made on the basis of the
patient’s acceptance of a prospective reduction in life-
span or in quality of life.

Second, the physician should ascertain the patient’s
life plans and his or her expectation of the result of ther-
apy. Asking the patient about these issues is a sign of re-
spect for his or her values and helps to create trust be-
tween patient and physician.

Third, during the conversation about CPR, the
physician and patient should formulate a treatment plan
that is based on a firm diagnosis and a realistic appraisal
of the prognosis and therapy. CPR should be provided in
keeping with the total treatment plan.

Fourth, any conversation with patients about CPR
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must be sensitive and thoughtful, out of respect for the
patient. As a part of each such conversation, the physi-
cian should provide his or her professional opinion on
the usefulness of CPR in the patient’s particular situa-
tion. This opinion should be based on scientific fact and
on knowledge of the patient’s values and life plans. CPR
should be offered only if it is appropriate, beneficial and
medically necessary for the particular patient. Other-
wise, CPR should not be offered.

Fifth, since there is a lack of consensus on what
constitutes “medical necessity,” and since resource use
and social equity must be considered in deciding what is
medically necessary, inclusion of this concept in discus-
sions about CPR is questionable.”* The entire com-
munity, including patients, families and health care pro-
fessionals should participate in defining the concept
clearly.

Sixth, if the patient or his or her surrogate insists on
CPR because it would be beneficial in terms of the pa-
tient’s values and life plans, despite the physician’s opin-
ion that it is inappropriate, discussion should continue on
several occasions. Trusted advisers to the patient or fam-
ily may be able to help resolve differences of opinion.
Because of the possibility of conflict or disagreement, it
is advisable to start discussions about CPR early in the
patient’s illness rather than close to the time of potential
need. The increased use of advance directives for health
care” may prompt such early conversations.

Conclusion

Although CPR can save the lives of many patients,
its use has now expanded to those for whom the likeli-
hood of restoring cardiopulmonary function is remote.
The increase in recognition of the technical, medical and
scientific limitations of CPR, and in consideration of
patient wishes, makes this an appropriate time to re-
consider the form and content of patient—physician dis-
cussions about CPR. Any sensitive and thoughtful con-
versation should emphasize joint decision making and
mutual respect for the contribution to the decision of
each party. During such conversations the physician
should disclose all relevant information and offer his or
her opinion; the patient or his or her surrogate should
provide a thoughtful response. If there is disagreement
between these parties, continuing discussions may in-
clude interested advisers and other professionals. Such
discussions should be started well before the need for
CPR arises to allow time to reconcile differences.

Although offering CPR in medically inappropriate
situations is not recommended, under present profes-
sional and social standards in Canada physicians are not
permitted to write “no-CPR” orders without patient
agreement. However, early and carefully structured dis-
cussions promise to prevent or resolve disagreements.
Without such conversations and patient agreement “no-
CPR” orders should not be written.
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Les 12 et 13 déc. 1994 : 4° Forum professionnel en santé et
sécurité au travail — la responsabilisation en matiére de
santé et sécurité au travail

Montréal

Valérie Gaumond, directrice de marketing, 101-111, rue
St-Urbain, Montréal, QC H2Z 1Y6; té1 (514) 393-9113,
fax (514) 393-8933

Feb. 17-18, 1995: Critical Care North

Thunder Bay, Ont.

Dawn Bubar, General Hospital of Port Arthur, Respiratory
Therapy, 460 N Court St., Thunder Bay, ON P7A 4X6; tel
(807) 343-6718

Feb. 19-23, 1995: 50th Annual Meeting of the Medical
Society of Panamerican Doctors

Manzanillo, Mexico

Ralph Johnson, 2118-17th Ave. S, Lethbridge, AB TIK 1B3;
tel (403) 328-1532

Apr. 20-22, 1995: 6th International Congress on
Dermatology and Psychiatry: Getting in Touch

Amsterdam, the Netherlands

Abstract deadline: Jan. 1, 1995

Bureau PAOG Amsterdam, Tafelbergweg 25, 1105 BC
Amsterdam, the Netherlands; tel 011-20-566-4801, fax
011-20-696-3228

May 12-14, 1995: General Practice Psychotherapy
Association (Canada) 8th Annual Educational Conference

Mississauga, Ont.

Greg Dubord, First Canadian Medical Centre, First Canadian
Place, PO Box 225, Toronto, ON M5X 1CS8; tel (416)
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May 30-June 3, 1995: Child Health 2000: 2nd World
Congress and Exposition

Vancouver

Abstract deadline: Nov. 30, 1994

Study credits available.

Child Health 2000, 113-990 Beach Ave., Vancouver, BC
V6E 4M2; tel (604) 682-6008 or (800) 515-6008, fax (604)
682-6771

June 4-7, 1995: Celebrating 100 Years of Radiology: 58th
Annual Scientific Meeting of the Canadian Association of
Radiologists

Montreal

Canadian Association of Radiologists, 510-5101 Buchan St.,
Montreal, PQ H4P 2R9; tel (514) 738-3111, fax (514)
738-5199

Du 4 au 7 juin 1995 : Célébrations du 100° anniversaire de la
radiologie : 58¢ assemblée générale annuelle de
I’ Association canadienne des radiologistes

Montréal

Association canadienne des radiologistes, 5105101, rue
Buchan, Montréal, QC H4P 2R9; tél (514) 738-3111, fax
(514) 738-5199
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